We present a patient with relapse of B-cell non-Hodgkin's lymphoma in the breast that was clinically presented as a primary breast cancer. A 72-year old female was treated with chemotherapy and monoclonal antibodies 
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RESUMEN
Presentamos un paciente con recaída de linfoma de células B no Hodgkin en el pecho que fue clínicamente presentado como cáncer de mama primario. Una mujer de setenta y dos años fue tratada con anticuerpos de quimioterapia y monoclonales (anti-CD20) debido a la extensión de grandes células B linfoma no
. About one-third of all lymphomas occur in extranodal structures (3). However, the breast comprises only 2% of localized extranodal NHL presentations (4) .
We present a 72-year old female patient with relapse of B-cell lymphoma in the breast that was clinically presented as primary breast cancer.
CASE REPORT
A 72-year old female was treated with chemotherapy (R-CHOP protocol -rituximab-cyclophosphamide, doxorubicin, vincristine and prednisone) and monoclonal antibodies (anti-CD20) due to diffuse large B-cell non-Hodgkin's lymphoma. Complete remission was achieved, which was confirmed by positron emission tomography-computed tomography (PET/CT) scan. Three years later, the patient presented with a lump in the left breast (Fig. 1) .
area of the left breast. The lesion borders on mammography were partially obscured due to superimposition by surrounding parenchyma (Fig. 2) . Physical examination revealed palpable formation of the breast in the perimammilar area at the border of the lateral quadrants. On palpation, the lesion was hard, fixed and motionless to the ground, dimensions up to 3 cm with impression of an infiltrative growth. Clinical examination of the supraclavicular and axillary region was unremarkable, without lymphadenopathy. Laboratory results and tumour markers were within normal range. Positron emission tomography-computed tomography scan showed suspected changes only in the left breast, which corresponded with mammographic finding of a bilobular, non-calcified mass located in the retromammilar Relapse of B-cell Lymphoma in the Breast Mammography was classified as BI-RADS 0 (Breast Imaging-Reporting and Data System). In order to better characterize the lesion, ultrasound was performed. Ultrasound finding corresponded to lobular hypoechoic lesion with blurred edges and posterior acustic enhancement, measuring 2 × 3, 7 × 2 cm (Fig. 3) . On colour Doppler image, peripheral vessels indicated prominent lesion vascularization (Fig. 4) . Ultrasound-guided fine needle aspiration (FNA) was performed. Findings were morphologically correspondent with DLBCL so the search had to be supplemented with biopsy. Therefore, we performed ultrasound-guided core needle biopsy (CNB). Biopsy specimen showed tumour cells with CD20+/Bcl-2+/Bcl-6-/MUM-1+/CD3-imunophenotype. Findings corresponded to infiltrate of NHL of peripheral lymphocytes (CD20+), a form of DLBCL. After the diagnosis was confirmed, localized radiotherapy of the left breast was carried out with total dosage of 46 Gy. The repeat ultrasound and a PET/CT scan three months after therapy showed complete resolution of the lesion in the left breast. The patient achieved complete remission with radiotherapy.
DISCUSSION
We presented the case of a patient with relapsed DLBCL in the breast parenchyma. Three years previously, the patient successfully went into remission after treatment of NHL.
Occurrence of lymphoma in the breast is rare. More frequently, lymphoma occurs in the gastrointestinal tract, head and neck, skin and soft tissues. Location of lymphoma in particular sites can be an important prognostic factor. It is known that patients with extranodal involvement have poorer prognosis compared with nodal sites, especially if lymphoma affects the gastrointestinal tract, lungs, liver, pancreas or breast (5) . Duration of remission also affects survival. Most patients relapse within two to three years. Patients with an aggressive form of lymphoma often have advanced disease stage at the time of diagnosis and recurrences are common, often within three years. Nevertheless, relapse of the disease can occur in the indolent form of the disease as well as early after obtaining the diagnosis (6) . The addition of rituximab to standard CHOP chemotherapy improved the prognosis of patients with DLBCL. The R-CHOP regimen contributes to prolonged survival and increases the number of patients with a complete response to therapy. The number of patients refractory to therapy is also reduced and so is the number of patients with relapse (7). The index patient had a relapse, although she was treated with rituximab in combination with CHOP protocol. This can be expected because DLBCL is a type of lymphoma with a very high rate of relapse. In 60% of cases, patients have an inadequate response to therapy or relapse (8) . Despite the treatment with R-CHOP, this patient developed a relapse. It is important to note that relapses of DLBCL in most cases occur in solitary extranodal sites, as was the case with the index patient. As mentioned earlier, patients with extranodal relapses have poorer prognosis. Occurrence of multifocal relapse is very rare and is associated with chromosomal disorders (9) .
In conclusion, lymphoma of the breast is rare, either as a primary or a secondary neoplasm. Nevertheless, in patients previously treated for lymphoma, with focal or multifocal changes in the breast, differential diagnosis should always consider relapse or metastatic process, despite the clinical presentation of a primary breast cancer. This condition is rare, but it is important to keep it in mind and take it into consideration before the final diagnosis.
